changes which we call "rickety" are apparently not always due to the same cause; thus in renal insufficiency in children and also in cases of intestinal infantilism we see epiphyseal changes and deformity of the long bone indistinguishable from those of true rickets. In this case the changes are also similar to those of rickets and here chronic sepsis is the cause. The indications for treatment are, evidently, first to combat the septic condition and secondly to vary the diet, giving particularly such food as we know from our experience of rickets will assist ossification.
Mr. MARSHALL (in reply): I intend to treat the case by combating the septic condition and by dieting; I have also been trying thyroid extract. I propose to take him into hospital, and acting on the assumption that if the bones will bend out of shape, they can be bent back into shape-to attempt to correct the deformity by pressure.
Case of Paralytic Dislocation of the Hip.
By R. C. ELMSLIE, F.R.C.S. THE patient is a boy, aged 15. He had infantile paralysis as a baby. The right lower limb is now affected. The limb is 3j in. short. The muscles around the hip are fairly strong; all groups seem to be active. The thigh muscles are active, but below the knee the tibialis anticus is missing, the rest of the anterior tibial group and the peronei being active. The calf muscles are absent, with the' exception of the long flexors of the toes. There is talipes calcaneo-valgus. There is a scar on the outer side of the foot; what operation has been performed I do not know. The hip is dislocated, the head of the femur being palpable at the level of the anterior superior iliac spine, the femoral neck is apparently much anteverted. An X-ray photograph shows that the femoral head is well formed, but that the acetabulum is shallow and the upper margin much flattened.
True paralytic dislocation of the hip is in my experience very rare, if it ever exists. One can understand a dislocation occurring in a case of Section Qf Surgery: Sub-section of Orthopmdics severe paralysis with some persistent adductors and flexors and no gluteal muscles. But though dislocations are seen in such cases, they are generally incomplete. In this case there is a complete dislocation in a comparatively mild paralysis. I have seen one such case before in Paralytic dislocation of the hip.
which the paralysis and the completeness of the dislocation were very similar. It is possible that the dislocation is not really paralytic, but should rather be called a dislocation in a paralysed limb. I should like to hear opinions as to thepdssibility of treatment, whether it would be possible to reduce the dislocation with any prospect of retention, or whether an extension fhstrument should be worn.
DISCUSSION.
The PRESIDENT: I do not think that Mr. Elmslie need alter his opinion as to the occurrence of complete paralytic dislocation in this case, as it is quite possible that this is really a congenital dislocation in a limb in which an attack of poliomyelitis has subsequently occurred. In the cases of paralytic dislocation that I have seen there has been a much more extensive paralysis. I hope that we shall hear some suggestion as to treatment.
Mr. FAIRBANK: I have seen a case of paralytic dislocation recently, and -in this the limb was flail and useless. In Mr. Elmslie's case I feel certain that the limb is so good -that an effort might be made to reduce the dislocation. I have read that an operation is being done in America in which a chisel is driven into the ilium above the acetabular margin and wedges of bone inserted, with a view to forming a shelf which will prevent the head of the lemur from slipping upward. I do not quite gather on what ground Mr. Elmslie based his idea that there is great anteversion of the neck of the femur.
Mr. ELMSLIE (in reply): I judge of the anteversion by the fact that the head of the femur is felt to lie almost directly in front of the great trochanter and that in order to make the femoral neck point inwards, the limb must be rotated so that the patella is directed towards the opposite knee. The operation Mr. Fairbank suggests is one which I have myself suggested for cases of -congenital dislocation in which the acetabulum is insufficiently deep to retain the head of the femur. It is quite possible that the President is right and that this is really a case of congenital dislocation.
Case of Bony Ankylosis of Left Knee.
By PAUL BERNARD ROTH, F.R.C.S. H. A., AGED 43, housekeeper. One night in May, 1919, her left knee began to swell after some kneeling; it swelled up very much and was very painful and hot. She went to bed and was treated by her doctor, who applied cold dressings; it got better, but not well. So as she could not get a bed in a hospital she went into the Chelsea Infirmary, where she was six months in bed, with Scott's dressing and splints applied to the knee. No operation of any kind was done.
